A 66 year old woman with a six year history of seropositive rheumatoid arthritis presented with a two week history of a painful swelling below her anterolateral left knee. Her arthritis had started in her left knee, later affecting the other knee and both hands. At the time of presentation her rheumatoid arthritis was inactive except for persistent synovitis in the left knee. She took indomethacin 25 mg twice daily. On examination a 5 x4 cm swelling lateral to and below the left tibial tuberosity was noted. This area was red, warm, and oedematous. The left knee was warm with a moderate synovial effusion and 187 group.bmj.com on November 7, 2017 -Published by http://ard.bmj.com/ Downloaded from
Popliteal cyst rupture into the calf muscles causing the 'pseudothrombophlebitis' syndrome' 2 is well described in patients with osteoarthritis and inflammatory arthritis,3 6 and has been reported in patients without preexisting knee disease. 7 We report two cases that illustrate rupture of the uncommon lateral popliteal cyst into the anterolateral lower leg. A 66 year old woman with a six year history of seropositive rheumatoid arthritis presented with a two week history of a painful swelling below her anterolateral left knee. Her arthritis had started in her left knee, later affecting the other knee and both hands. At the time of presentation her rheumatoid arthritis was inactive except for persistent synovitis in the left knee. She took indomethacin 25 mg twice daily. On examination a 5 x4 cm swelling lateral to and below the left tibial tuberosity was noted. This area was red, warm, and oedematous. The left knee was warm with a moderate synovial effusion and restricted movements. The left calf was also swollen. Turbid yellow/blood stained fluid (1-5 ml) was aspirated from the area of swelling and was sterile on culture. A diagnosis of anterior leak of synovial fluid was made when culture results were known to be negative. The left knee effusion was aspirated and 40 mg methylprednisolone acetate injected. Rapid improvement in the swelling and inflammation ensued, and at follow up three weeks later complete resolution had been achieved. Discussion Popliteal cysts were first described in 1840 by Adams.8 In 1877 Baker described the cyst as a distended bursa related to the semimembranosus tendon,9 and it has been suggested that the use of the name Baker's cyst be restricted to this type of popliteal cystl' rather than applied generally to dilatations of any of the several bursae located in the popliteal fossa. These findings have been confirmed by necropsy and radiological studies, which have shown communications between the knee joint and bursae in up to 40% of normal knees at necropsy. l The great majority of popliteal cysts are formed by fluid distension of the semimembranosus bursa, which communicates with the knee joint in some subjects. These cysts are more common in patients with any knee disease associated with increased production of synovial fluid.'2 Rupture of these cysts commonly presents with popliteal and posterior calf pain and swelling, causing the pseudothrombophlebitis syndrome.1 2 Popliteal cysts in the lateral part of the popliteal fossa are thought to be due to popliteus bursa distension'3 and are much less common than semimembranosus bursa distension. It has been reported that this bursa may communicate with the superior tibiofibular joints.
The first patient had both types of popliteal cyst, but his symptoms were clearly caused by rupture of his distended popliteus bursa (lateral popliteal cyst).
Lateral popliteal cysts are uncommon and there are few reports of this clinical presentation. In an extensive review of popliteal cysts Wigley reported a single case of leakage from a lateral popliteal cyst with an arthrogram similar to that shown in the figure." Recently, Samanta and colleagues reported a popliteal cyst leak anterolateral to the upper tibia.'3 This was a large cystic swelling from which 50 ml of fluid was aspirated, and was clinically very different from the presentation of patient 1. Arthrography performed in their case was reported as showing contrast medium tracking by a 'circuitous route from the joint space to the swelling', and did not identify which type of popliteal cyst gave rise to the leak.
These patients illustrate the importance of making the correct diagnosis in this unusual site of a popliteal cyst rupture. Patient 2 improved rapidly after intra-articular corticosteroid treatment. In patient 1 the large amount of cellulitis and the unusual site made the diagnosis difficult and delayed appropriate treatment.
Rupture of lateral popliteal cysts produces an unusual clinical picture and failure to recognise this may delay diagnosis and appropriate treatment.
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